Social Class and Dental Care Utilization
by
Evelyn Swanson
M.A. Thesis in Sociology
University of Alberta
Fall 1976




~

AAHET06

~rze e

THE UNIVERSITY OF ALBERTA

RELEASE FORM

NAME OF AUTHOR Evelyn Swanson
TITLE OF THESIS The Effect of an Alternative Delivery System
on Social Class Variations in Utilization of
Dental Care Services: Saskatchewan
DEGREE FOR WHICH THESIS WAS PRESENTED Master of Arts
YEAR THIS DEGREE GRANTED 1976
Permission is hereby granted to THE UNIVERSITY OF
ALBERTA LIBRARY to reproduce single copies of this
thesis and to lend or sell such copies for private,}
scholarly or scientific research purposes only.
The author reserves other publication rights, and
neither the thesis nor extensive extracts from it may
be printed or otherwise reproduced without the author's
written permission.

Rl éwmm

-'.oo-ouooooo.o-cco.-o.o--c-..no

PERMANENT ADDRESS:

1206 - 13 Street South
Lethbridge, Alberta

DATED  June 24, 1976



THE UNIVERSITY OF ALBERTA

THE EFFECT OF AN ALTERNATIVE DELIVERY

SYSTEM ON SOCIAL CLASS VARTATIONS IN

UTILIZATION OF DENTAL CARE SERVICES:

SASKATCHEWAN
by l— ’ EB F? /X F? \/
EVELYN SWANSON Shsk JDU”l;) 121977
A DEPT, of HEA]
REGINA

A THESIS
SUBMITTED TO THE FACULTY OF GRADUATE STUDIES AND RESEARCH
IN PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR THE DEGREE

OF MASTER OF ARTS
DEPARTMENT OF SOCIOLOGY

EDMONTON, ALBERTA

FALL, 1976



THE UNIVERSITY OF ALBERTA

FACULTY OF GRADUATE STUDIES AND RESEARCH

The undersigned certify that they have read, and
recommend to the Faculty of Graduate Studies and Research, for
acceptance, a thesis entitled THE EFFECT OF AN ALTERNATIVE
DELIVERY SYSTEM ON SOCIAL.CLASS VARIATIONS IN UTILIZATION OF
DENTAL CARE: SASKATCHEWAN submitted by EVELYN SWANSON in

partial fulfillment of the requirements for the degree of Master

of Arts.

/%jmk) /// /f 7/./ rt,

oo s s 0fe v oo

June 24, 1976



I

ABSTRACT

In the fall of 1974, the Province of Saskatchewan implemented
the first stage of a voluntary dental plan for children. Through this
government-operated program, preventive and treatment services are
provided at no charge by teams of salaried dentists, dental nurses and
dental assistants.

Within the first seven months following implementation, approx-

" imately eighty percent of all six-year old children (the first age group

eligible) had been enrolled in the Plan by their parents. The focus of
thevstudy was on the remaining twenty percent of eligible children who
had not been enrolled.

A review of the'literature indicated that lower cléss members
were less likely than higher class members to utilize traditional
sources of dental care services, even when these services were provided
under a variety of insurance plans. The reasons cited for underutili-
zation by lower class members generally involved social and psychological
characteristics of the lower classes themselves--lack of financial
resources, ignorance, apathy and fear. Very little consideration was
given to the characteristics of the dental care delivery system and its
effect on.utilization behavior. |

In view of the growing body of literature on the interplay
between characteristics of the organization of health services and
those of the population being served, the organization of the

Saskatchewan Dental Plan was reviewed. Under thils Plan, convenlence

.
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to the parent was maximized; financial and geographical barriers to
care were removed; and the quality of care was expected to be highl
Because of these features, it was hypothesized that the Plan would
meet the needs of the majority of members of all social classes. In
other words,lit was expected that the introduction of this alternative
delivery system in Saskatchewan would result in an equitable distribu-
tion of dental care services thrbughout the eligible population., The
results of a sample survey of parents who did not initially enroll

their children in the Plan supported the hypothesis.
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CHAPTER I

INTRODUCTION

A. Statement of the Problem

In September of 1974, the Province of Saskatchewan implemented
the first stage of a voluntary dental plan for children. Services
under the Saskatchewan Dental Plan are provided at no charge by teams
of salaried dentists, dental nurses and dental assistants in school-
based clinics throughout the province. During thé first year of oper-
ation of the Plan, all six-year old children became eligible to re-
ceive services.1 Within the first sevenvmonths following implementa-
tion, approximately eighty percent of the eligible children had been
enrolled by their parents.

Although the rate of enrollment in the voluntary plan was
very high, concern was raised about the twenty percent of eligible
children who had not been enrolled. Studies of the utilization of
dental care under the predominant delivery system in North America--
private dentai practice--have shown that members of the lower classes
are less likely to receive dental care than their middle class counter-
parts. The question to be investigated was whether a change in the

nature of the dental care delivery system would result in a change in

l .
All children from age three to twelve will be eligible for
services once the Plan is fully implemented.



the well-documented relationship between social class and dental care
utilization. In other words, would the lower classess continue to be
nonutilizers of dental care even though an alternative delivery system
had been introduced. After considering the organization of the
Saskatchewan Dentél Plan, énd reviewing literature on medical and
dental care utilization, it was predicted that. patterns of utilization
would be radically altered. Contrary to the results of studies of
utilization of private dental care, it was hypothesized that the non-
utilizers of the Dental Plan would be primarily middle class. It was
further hypothesized that this group would coﬁtinue to utilize private
dental practices. If these hypotheses were found to be correct, it
would follow that the direct relationship between social class and
utilization no longer existed, since all other eligible children in
the province would be receiving dental cafe through the provincial
plan. In order to test the hypotheses, interviews were conducted with
a sample of parents who had not enrolled their children in the Dental

Plan by March, 1975.

B. Characteristics of the Traditional Dental Care Delivery System

TheICOnventional mechanism for the.delivery of dental care in
North America is through.the independent, fee-~for-service private
practice. In Canada, about seventy percent of dentists are in solo
practice (Hall, 1965). The individualistic character of dental
practice has grown out of the nature of oral disease and its treat-
ment. Dental problems are easily treated outside a hospital; necessary

equipment is relatively inexpensive; and the technical knowledge



required for most treatment is within the scope of a single practi-
tioner (0'Shea, 1971b).

Despite the fact that dentists are a skilled professional
group, trained to provide a high level of service to their patients,
dentists wo?k in an organizational setting which may make this goal
difficult to achieve. The private dental practice is essentially
a business enterprise operating on a fee-for-service basis. Since
treatment costs represent income to the dental practice, there may be
little incentive to reduce these costs by performing less costly
preventive sérvices rather than more expensive restorative procedures
(Evans, 1975). In addition, because the dentist usualiy works in a
solo practice, it is difficult for him to objectively evaluate the
effectiveness of the treatment he provides.

The inherent contradiction in the practice of dentistry both
as a profession and as a business has apparently made it difficult for
dentists to recognize the possibility that a reorganization of prac-
tices could result in a higher level of service at reduced cost to the
public, while maintaining as high an income for the dentist. This
could be accomplished, in part, by greater use of auxiliary personnel
trained to undertake simple preventive and treatment procedures.
Possibly because of the reluctance of professionals to narrow their
scope of responsibility, this.change has been very slow to come about.
The prodﬁctivit& of dentists might also be increased by more effective
use of resources in group practices.

Under the system of private practice, the individual is
responsible for seeking out and obtaining dental services for himself

and his family. lowever, the nature of the delivery system has



limited the accessibility of services in several ways. First, the
location of dental practices has been determined primarily by economic
considerations and personal preferences of individual members of the
dental profession. As a result, rural areas and poorer sections of
metropolitan centres are often unserved. The cost of services also
limits the accessibility of lower class families to adequate care.
Other, less tangible characteristics of the organization of care may
be interacting with the cost factor to discourage utilization by some
groups in the population. Although very little research exists on this
subject, problems related to the times during which services are avail-
able and the nature of the dentist-patient relationship itself may be
contributing to underutilization.

Over the past several years 1t has become increasingly apparent
that this delivery system is not adequate to meet the need for dental
care in the Province of Saskatchewan. Studies have shown that children
in the province are generally receiving less dental care than they
require and consequently suffer from poor dental health (Research and
Planning Branch, Saskatchewan Department of Public Health, 1972).

This situation can be accounted for, in part, by the high cost
of dental care and the lack of availability of dental services. Both
the supply and distribution of dentists in Saskatchewan are unfavour-
able. In 1974, the Saskatchewan dentist-to-population ratio was

1:3,876 compared to an all-Canada ratio of 1:2,851 in 19731.

It was estimated that in order to provide all the dental ser-
vices required by the age group 3 to 12 through the traditional deliv-
ery system in Saskatchewan, the ratio would have had to be improved to
1:2,500. This ratio would still not be adequate to meet the dental
care nceds of the entlre population (Rescarch and Planning Branch, Sask-
atchewan Department of Public Health, 1972). It should be noted that
this estimate Is basced on need rather than demand.



In addition, over fifty percent of the province's dentists are prac-
ticing in the cities of Regina and Saskatoon, serving only thirty per-
cent of the total population. It is evident that the greatest préblems
are in rural areas and small communities, but the overall shortage
affects the larger centres as well. Financial barriers to dental care

affect all classes but have greatest impact on lower income groups.

C. Health Care in Saskatchewan

The people of Saskatchewan have historically acted colleétively
to ensure that their health needs were met. Early in the twentieth
century when much of the population lived on scattered farms and in
rural communities, residents of municipalities cooperated to recruit
and pay physicians to provide health services. Funds were raised
through taxes on residen;s and landowners. During fhe same period,
residents of rural municipalities, towns and villages cooperated to
build and operate small hospitals with moneys collected through prop-
erty taxes. In 1927, these municipalities were empowered to pay for
hospital care with tax revenues (Badgley and Wolfe, 1967).

As transportation improved, rural residents began to seek
health services in urban centres. This shift from use of the general
practitioner in the rural area was partly a result of advances in
medical technology which meant specialized health services were avail-
able--but oﬁly in larger centres. Since the municipal doctor plans
covered only services provided by the resident physician, patients
had to pay directly for services received in other centres. The need
for a portable form of health coverage became more pressing. In 1939,

rural municipalities were empowered to collect taxes for hospital and



medical care insurance plans. About the same time, private Qolun;ary
health insurance plans were established and grew in popularity in urban
areas.

During the provincial election campaign of 1944, the Coopera-
tive Common%ealth Federatioﬁ pledged to make medical, dental and
hospital services available to all regardless of the ability of the
individual to pay. As a result of the C.C.F. victory, Saskatchewan
vestablished the first provincial hospital and medical care insurance
plans. Following the defeat of the C.C.F. government in 1964, few
changes were made in the nature of the health system.

With the return of the New Democratic Party following the 1971
provincial election, several new health programs were introduced, Per-
haps in an effort to avoid the haphazard extention of services through
insurance plans, these programs were both financed and operated by the
government. Since many of the existing health resources tended to be
concentrated in the two largest urban centres, the government assumed
responsibility for ensuring improved geographical access to these

services by residents of sparsely settled areas of the province.

D. The Alternative Dental Care Delivery System in Saskatchewan

Instead of trying to solve problems of dental care in
Saskatchewan through a system of insurance, a government-operated
program with salaried dentists, dental nurses and dental assistants
was established. As previously mentioned, the supply of private
dental practitioners would have been inadequate to meet.even a small
portion of the needs of the province's children. 1In addition, an

insurance plan would not have resolved many of the problems which have



been found to contribute to underutilization of dental care by some
segments of the population.

In 1974, the Government of Saskatchewan implemented the first
stage of a dental program for children which was designed to improve
the geographical accessibility of services, remove financial barfiers
and reduce the impact of what has been termed parental indifference to
dental health. Two hundred and fourteen dental clinics were established
in schools throughout the province, Children are first examined by a
salaried dentist who prescribes a treatment program. Much of the
treatment is provided by dental nurses who have completed a two-year
training program. Complicated procedures are carried out by dentists
employed by the Plan, or by private dentists on referral,

No premiums or enrollment fees of any kind are paid by par-
ticipating families, and no charges are made for services provided by
Dental Plan personnel., When a child receives referred services from
a private dentist, the Plan pays the cost at an agreed-to rate. Any
charges beyond this rate are paid by the family.

When a child is enrolled in the Plan, the parent gives his
consent for the Plan to provide preventive services only, or combined
preventive and treatment services. Parents are informed that the
child is to receive certain services within a specified period of time.
If the parent wishes to be present, he must contact the dental clinic
to arrangé an aépointment time. If this is not done, the child auto-
matically receives treatment or preventive services in the absence of
the parent.

The Saskatchewan Dental Plan for children therefore represents

a dellvery system which 1s a radical departure from fee—for-service



private dental practice. Optimal use is méde of each categﬁry of
gsalaried dental manpower; services are provided in clinics which are
geographically more accessible; no fees are paid for services; and
parents need not accompany their children when services are provided.
Once a pareﬁt has enrolled his child and given consent for treatment
services, all services deemed necessary by the dentist are provided
automatically. Parents can be involved in the Plan to the extent that
they choose. They can accompany the child during all services, or none.
However, as long as the child is eﬁrolled in the Plan, the final

decision regarding treatment is the responsibility of the dentist.



CHAPTER II

SURVEY OF THE LITERATURE

A. Dental Care Utilization and Social Class

Studies on dental care utilization have generally investigated
utilization under the predominant system of delivery--through private
dental practitioners paid on a fee-for-service basis. These studies
have shown that a relatively small proportion of the population is
receiving dental care, and that much of this care is received by those
in higher socioeconomic groups.

The most recent Canada—wide study of dental care utilization
found that only 42 percent of the population received any dental care
in 1967 (Lewis, 1974). A 1971 survey in Alberta (Bene, et al, 1974)
revealed that 63 percent of the Alberta respondents had received care
in the previous two years. Considering the fact that the Alberta study
was based on utilization over a two year period, the figures suggest
very little increase in utilization since 1967.

Further investigation of utilization data in Canada and the
United States has consistently resulted in the finding that a direct
relationship exists between socioeconomic indicators and measures of
the extent of utilization. Two nation-wide studies in the United
States (Freidson and Feldman, 1958; Newman and Anderson, 1972) revealed
a direct relationship between visits to the dentist and family income.
Direct relationships were also found between expenditure on dental

care, number of dental visits and the education and social status of



the occupation of subjects (Newman and Anderson, 1972). Similar
findings were made in a number of other studies in the United States
(Koos, 1954; Kriesberg and Treiman, 1960; Muller, 1965; Powell and
Roghmann, 1973). ‘

Twolrecent Canadian studies conducted in Alberta and Ontario
produced essentially the same results. The Alberta study (Bene, et al,
1974) using income as thevindependent variable, clearly revealed a
direct relationship between economic status and the average number'of [
dental visits of respondents over a two year period. The Ontario studj
(Lawton, et al, 1973) used the Blishen (1967) socioeconomic index to
determine the social class of respondents. Because the study was
limited to the city of London and nearby communities, results cannot be
generalized to that province as a whole. Nevertheless, the findings
follow the same pattern as those in Alberta. Lower class rgspondents
were less likely to have received dental care within the previous year
and to report that their children were receiving regular dental care.

These findings on the differential utilization of dental care
_ by social classes stroﬁgly suggest that access to dental care is not
equitably distributed throughout the popuiation. The reasons for
variable patterns of utilization are of interest both to the theoretical
sociologist investigating the class structure, and to the planmer of
health servicés attempting to design programs which will meet the needs

of a particular target group or of the population as a whole.

B. Models of Utilization Behavior

Although considerable research has been done to identify the

determinants of utilization, most of the research has focussed on the

10



social and psychological characteristics of potential consumers of
dental care. Very little work has been done to investigate the eéfect
of characteristics of the delivery system on utilization behavior.
The basic assumption of this research is that utilization behavior |
can be chanéed only by altering the characteristics of the populatio&
to be served; the organization of the delivery system is accepted as
given, From a pragmatic point of view, these assumptions may be
valid, inasmuch as the soclal and political characteristics of most
areas of North America would tend to prevent radical changes in the
delivery system. However, such assumptions may obscure the most
important reasons for underutilization of dental care services by the
lower social classes, This characteristic of research on den;al care
utilization is particularly surprising in view of the large volume of
literature on organizational phenomena and the effects of organiz-
ational structure on human behavior (McKinlay, 1972).

The focus on characteristics of the potential utilizer of den-
tal care is illustrated by the social-psychological model of dental
health behavior developed by Kegeles (1961, 1963a, 1963b, 1974). The
principal components of the model are:

1) bélief in susceptibility to thé disease,

2) seriousness of the consequences,

3) awareness of actions necessary to prevent or curelphe

disease, and

4) determination of the advantages and disadvantages of

seeking help (barriers to care).
The use of services is thus explained in terms of the motivation,

values, perception and knowledge of the individual.

11
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A second focus of utilization studies is financial access to
care. This factor has been found to be of most significance when the
type of health care sought is discretionary (Andersen, 1968) and would
therefore appear to be of particular relevance to the seeking of preven-
tive or nonémergency dental care.

Although these two orientations--financial access and social-
psychological attributes of consumers--predominate in studies of dental
health behavior, a third model can be drawn from literature on the
utilization of health services in general. This model focusses on the
interaction between cultural variations within the population and the
nature of the delivery system. Socioeconomic classes are assumed to
constitute relatively distinct subcultures having differing value
preferences with regard to the way in which services are delivered
(Berkanovic and Reeder, 1973).

From this perspective, utilization behavior is viewed as a
response to a system of medical practice, as well as a product of the
patients' characteristics (Freidson, 1961). The patient and practi-
tioner each have a distinctive orientation limited by the social struc-
ture within which he acts. Freldson has conceptualized these as two
major structufes: "the lay and the professional, in interactionm,
meshing at some points and failing to mesh, or clashing at others"
(1961: 13). These two structures are variable in that the lay structure
differs with such factors as social class, and the professionél strﬁc—
ture varies with the way in which the delivery.of service is organized.
On the basis of this premise, utilization of a particular service
could be predicted to be highest when the professional structure is

organized such that it meshes rather than conflicts with the lay



structure. In other words, to be most effective, the organization of
services must accommodate the structure of the personal affairs of the
patient,

Berkanovic and Reeder (1974) have similarly stressed the inter-
play between the culture of the organization delivering services and
that of the subgroup seeking services.

Clearly the culture represented by a particular source of health
services could be supportive, neutral or antagonistic to the
culture of any of the target groups it presumes to serve (Anton-
ovsky, 1972). Thus the psychological cost of using a particular
source of service may differ for different subgroups in the
population., Where other factors, such as the perception of
serious medical need, do not intervene, those subgroups for
whom the psychological cost of using available services is

high are more likely to develop a negative set of attitudes,
opinions and perceptions toward them (Berkanovic and Reeder,

1974: 95).

The implication of this model for research purposes is to
change from the use of individual attributes to organizational factors
as the independent variables determining utilization behavior. This
type of research is moét readily conducted in settings where alterna-
tive delivery systems have been established. The interaction between
cultural differences and organizational characteristics can be investi-
gated by detefmining the sources of care chosen by particular subgroups.
In contrast, the social psychological model focusses on the individual
with little if any regard for the nature of the organization providing
service. Studies of the financial access model consider onlyvsne as;
pect of the delivery system--method of payment--and its effect on

utilization behavior.

13
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C; Examination of Research on Utilization Models

Tash et al (1969) tested a number of hypotheses derived f?om
the Kegeles social-psychological model. This investigation demonstrated
the complexity of utilization behavior by identifying several variables |
determining'preventive use of the dentist. These included self-reported
symptomatology (susceptibility), the value of retention of natural
tecth (seriousness of consequences), belief in the utility of preven-
tive action(advantages or benefits‘of action), belief that the cost of
dental care is worth the benefit, expectations of pain, fear of treat-
ment, dental health knowledge, and a variety of social demographic
variables--age, sex, race, urban-rural residence, education, income,
and standard of living. These factors individually accounted for some
of the differences between utilizers and nonutilizers of preventive
care and therefore lend support to the Kegeles model. However, as
Kegeles (1963b) himself noted, although these variables appear to be
relevant and necessary, they are not sufficient for explaining utiliz-
ation behavior. Nevertheless, Tash et al concluded on the basis of
their study that in order to increase utilization of dental care,
values regarding dental health would have to be changed.

Studies of the financial barrier explanation for under-
utilization of dental care have shown that the removal of economic
barriers alone is inadequate to substantially increase utilizationm. \
Most of the research has investigated the use of_insured dental éare.)

Over an eight year period, an employee dental insurance plan
in the United States experienced a utilization rate of only twenfy
percent (Mulvihill et al, 1972). Services were to be obtained in the

usual manner, through a fee-for-service dentist of the employee's



choice. No mention was made of the cost of premiums. However, util-
izers were required to pay the first $25.00, plus twenty—five.percent
of the remaining costs of treatment. These economic restrictions, com-
bined with the need to submit claims for services to the insurance com-
pany, may have acted as a deterrent to utilization.

A second study (Nikias, 1968) investigated the relationship
between social class and utilization under a community-wide dental pre-
payment plan in New York City. Under this plan most insurance premiums
were paid by employers or union funds. Coverage of basic dental ser-
vices was almost complete. It therefore appears that this particular
plan removed most of the financial barriers to care. The availability
of dentists was not considered a barrier to care due to the high
dentist-to-population ratio in New York. As in most insurance plans,
services were to be delivered in the customary way at private offices
of dental practitioners chosen by patients. Therefore, the only
‘change in the delivery of dental services was the removal of cost
barriers. Under this system, social class, based solely on occupational
classification, was still found to be directly related to extent of
utilization. Similar results were obtained by 0'Shea and Bissel (1969)
in their study of utilization under Medicaid in Erie County, New York.

R v

Since financial barriers to dental égre do fot account for all;
of the variation in utilization by social classes, Nikias, and 0'Shea g
and Bissel have suggested that values and beliefs about dental health !
are significant factors in underutilization of services, The exis- \
tence of a relationship between orieﬁtations toward dental care and i

"social class is supported by empirical studies. Freidson's analysis

of data based on a nation-wide U.S. survey indicated that good dental
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health is a value stressed more by middle and upper classes than by
lower classes (1958).
The crucial question raised by the existence of class-related

value systems 1s why these values have developed and been perpetuated.

Part of the énswer may be that certain aspects of the delivery system
have fostered such beliefs. One potentially significant aspect of the
delivery system which may contribute to such beliefs is the nature of
the patient-therapist relationship. Early theory on this relationship
assumed a known set of expectations on the part of both the patient and
the practitioner (Parsons, 1951). Largely because patients have failed
to conform to professional expectations, this assumption now has little
credibility.

Studies which have focussed on the dentist-patient relationship
have generally investigated the role of the patient and excluded that 1
of the dentist. This feature of the research is probably a result of |
the belief that the behavior of the dentist is determined by profes-
sional rather than psychological or social factors (Linn, 1971). Little
investigation has been made of the attitudes of the provider of services
toward his patients and the possible effects of class differences.

In the.case.of dental care, the practitioner may hold expecta- '
tions about the behavior of the patient which are unrealistic, pa):ticu,--5
larly for the lower class patient. This point is illustrated by the
writings of one dentist on the use of dental services by welfare
patients in Alberta (Bodnarchuk, 1967). lThe author was concernéd with
documenting the disruptions caused by welfare patients in a private
practice. These patients were shown to break appointments, discontinue

treatment and require emergency services more frequently than regular



patients. These findings were attributed primarily to neglect on the
part of welfare recipients. Practical problems faced by welfare méthers
in obtaining babysitters and transportation to keep scheduled appoint-
ments during regular office hours were not considered by the dentist;
nor was theré dny consideration of the social and psychological streéses
faced by these patients as a result of their position in the social
structure. In addition, the dentist's negative attitudes toward serv-
ing welfare patients could have been evident to the patients themselves,
thus coﬁtributing to the high rates of discontinued treatment.

Other problems may be encountered by the lower class patient,
Because lower class workers often have less control over their schedules,
they may delay seeking care, arrive late for scheduled appointments or
cancel appointments. Those who delay seeking care for financial or
social~-psychological reasons may réquire extractions which could have
beeﬁravoided by earlier care. As a result, the dentist may display
negative sanctions. |

The important point is that the patient-therapist relationship
may reinforce the social-psychological response to illness or, in this
case, dental disease--uncertainty, fear and anxiety (Coe and Wessen,
1965). The imﬁact of the therapeutic encounter on the self-concept of
the patient is also of concern, particularly when the patient is already.
in the disadvantaged position of being on welfare or possessing a low
social status. Research indicates that people resist or "withéraw ffom'

i

situations in which they occupy a disadvantaged position, or lose con-
trol over the factors which enable them to present themselves in a
favorable light" (Coe and Wessen, 1965;:; 1029), The extent to which these

factors have contributed to the development of a negative orientation
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toward dental health is unknown, but it is suggested that the nature of
the patient-therapist encounter may be one significant factor in utiliz-
ation behavior.

Other characteristies of thg private practice delivery system
may be contributing to underutilization by a large segment of the pop—.
ulation. Routine care is not available when the lower class worker is
free to obtain it--after working hours. The appointment system, utiliz-
ing the standard double booking procedure, generally means lengthy
periods in a waiting room, during which time the wage-earner may be
losing the income he needs to pay for the high cost of treatment. .This
factor increases in importance as more females enter the labour force
and the parent must find time for visits not only for personal care, but
also for care of children.

Throughout the literature on dental care utilization there has
been a tendency to ascribe the primary problems of underutilization to
the public. Those who do not make appropriate use of dental care ser-
vices are variously described as "ignorant, apathetic, unrealistically
fearful of dental treatment, and unwilling to-pay for dental care"
(Young, 1971: 262). Yet, thére is an increasing demand on the part
of the public for adequate dental care as a basic human right rather
than a privilege for the few. Questions are beginning to be ;aised
about the ability of the present delivery systém to meet this demand
(Lewis,.l974; Bugbee, 1970; McDermott, 1970). In Canada, it has been
suggested that more than twice the cuprent supply of dentists would be
necessary to méet the needs of all Canadians.under the existing method
of delivering dental care (Lewis, 1974). Even with an increased supply

of dentists. however, the evidence already presented suggests that a
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large segment of the population would still not make use of the services
available. |

Many members of the dental profession see solutions in incréasing
the productivity of the private dental office (McDermétt, 1970) or in
prepaid dentél insurance plans (Thomson, et al, 1973). While these
approaches may increase the availability of seryices to some, it is the
contention of this paper that the delivery system must be altered to a
much greater extent if access to dental services is to be equitably dis-
tributed throughout the population.

Those who support a socialfpsychological explanation of utiliz—i
ation behavior, which implies the existence of erroneous values and - {
beliefs about dental health, suggest problems might be solved by means |
of dental health education (Tash, et al, 1969; Thomson, et al, 1973).

The success of education programs aimed at changing opinions and atti-

tudes about dental care is highly questionable. Festinger (1964) has

suggested that changes in attitude alone are insufficient to change
behavior; that environmental change or behavioral change must be brought:
about by external means if the attitude change is to be stabilized. \
Based on the work of Festinger and others on attitude and behavioral
change, Douglass (1971) has argued that attitudes toward health services
can best be changed by placing the individual in a '"'new health services
environment (by bringing the health services to the individual)....

The individual is placed in a new relationship with health éer;ices

that requife him to reexamine his previously held attitudes toward
preventive actions and health services in general" (Douglass, 1971:11).
In other words, interventioﬁ must occur at the behavioral rather than

the attitudinal level; and to effect behavioral change, it will be
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necessary to alter the delivery system such that underutilizers are f
brought info the system. |
Innovations in the delivery of dental care services provide an
opportunity to examine the validity of the argument for a "delivery
system' explénation for utilization behavior. Most of the experiments
in alternative delivery systems have been 1imited in scope, acting as
supplements to solo fee-for-service practice primarily for the under-
privileged (Haber and Leatherwood, 1969; Lambert et al, 1963). However,
these experimental programs do lend support to the idea that changes in
the delivery system are necessary. The report of Haber and Leatherwood
(1969) on a clinic for Head Start Children in New York indicates the
high utilization rates which can be achleved when the delivery of ser-
vices is adjusted to suit the needs of low income groups. The clinic
itself was staffed by salaried part-time dentists and operated on a non-

profit basis with costs of treatment paid through a medical assistance

program. Initial appointments were made for small groups of Head Start?

children accompanied by Head Start personnel and an adult family member.
The Head Start Agencies oriented parents, prepared children for visits
and made transportation arrangements. Parents were given a choice of
participating By attending during further appointments. Only 13.5 per-
cent of the children did not utilize the service.

Schoen (1970) has reported on the use of a salaried group prac-
tice with a capitation payment mechanism in a poor community in
California. The group practice serﬁed,both families eligible for care
under a social service program and other patients. Although the number
of families eligible for cafe through the special program was relatively

small (sixty), almost all chose to receive dental care from the group
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practice. Treatment needs of the entire family were determined at the
initial examination and priorized according to urgency, but all paéients
received prophylaxis. The program used community service workers and ag
dental aide to coordinate all services, and dental health education sem-
inars were pianned. During the first four months of operation, seventy;
two percent of the eligible patients had been seen. About forty percent
of these patients had never received any dental care, and a quarter

had received care only through the group practice prior to the beginning
of the project. Broken appointments>were high (twenty-one percent)
compared to those for the entire practice (nine percent), yet treatment
had been completed for over half of the patients within four months.
Although this was a small-scale project, it points out one way in which
the delivery system can be altered to provide complete restorative and
maintenance care of a group of nonutilizers of the conventional "free-
choice" private practice system. Resources are deployed in a very ;
different way both to bring'patients into care (through community |
workers) and to provide continuous care rather than emergency extrac-
tions.

Schoen (1965) has also reported on the effect of the use of
this type of group practice by a longshoremen's children's dental pro-
gram. In a longitudinal study over a nine-year period, an annual
utilization rate of 85 percent was found. The study also found that
children eligible for care for the entire nine-year period had‘an
average of .05 missing teeth at age fifteen, compared to .39 missing
teeth for fifteen-year olds who had been eligible for only one year of
care. This suggests that without the care offered by the program,

these children would have received either less care, or less effective
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care. The capitation method of payment has apparently tended fo encour-
age the salaried dentists to operate a preventive-oriented practicé.

In Canada, a school-based treatment program has been instituted
in the Borough of North York of Metropolitan Toronto (Lewis, 1974).
Results of tﬁis program indicated sixty to seventy percent of the chil-
dren utilized the services of the program's salaried dentists. The
remainder of the children were receiving care through private practi-
tioners. Thus virtually all of the children in this area were receiving
carc, compared to an estimated forty-four percent of the under fourteen
age group in Canada.

This review of research on dental care utilization models has

:

for utilization behavior are only partial answers. The significance of

shown that the social-psychological and financial access explanations

both types of variables is unquestioned, but a more holistic approach
to the study of utilization is necessary. It has been suggested that
this approach must include consideration of the interplay between the
organization of services and the characteristics--psychological, sociali
and cultural--of the subgroups of the population being served (or un- %
served). Reports on innovations in the delivery of dental care services;
lend support to the argument that the organization of services is an /

I
H

important factor in the determination of utilization behavior.



CHAPTER III

RESEARCH HYPOTHESES

Most literature on dental care utilization strongly implies that |
the lower social classes fail to utilize dental services as a result of B
the combination of a value system which places little emphasis on dental;
health and an inability or unwillingness to pay for care. If these
explanations were true, the lower classes might increase utilization if
the cost of care were substantially reduced, yet, the research shows
that utilization does not increase under various insurance plans. As a
result, there is a tendeﬁcy to stress the need for change in the lower
class value sysfem through educational programs.

As an alternative to such explanations, it has been suggested
that the reason for lower utilization by the working class lies in the
lack of congruence between the manner in which the delivery of dental
care is organized and the needs or value preferences of the working
class patient. If the social-psychological theories advanced by Kegeles
and others were valid, alterations in the delivery system would not only
be unnecessary, but also ineffective in changing the utilization
behavior of the lower classes.

An opportunity to test the validity of the organizational explan-
ations of Freidson (1961), Berkanovic and Reeder (1974) and Douglass
(1971), as opposed to the social-psychological theories of Kegeles and
others, has been provided by the introduction of a new dental care

delivery system in Saskatchewan. Services under the Saskatchewan Dental
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Plan are provided by teams of salaried-dentists, dental nurses, and
dental assistants in school-based clinics throughout the province.- Dur-
ing the first year of operation of the Plan, all six-year old children
became eligible to receive services. Parents were in no way obligated
to enroll théir children, yet eighty percent of these children were
enrolled within the first eight months followipg implementation of the
program. In comparison, the rate of utilization of private practice
dental care by children has been fqund to be only forty—four percent
(Lewis, 1974)., The very high rate of enrollment in the Plan suggests
that the social-psychological models are inadequate to account for
differential rates of dental care utilization.

The basic assumption of this study is that the organization of
care is the primary factor in determining utilization. The organiza-
tion of the Dental Plan is such that convenience to the parent is max- }
imized. When the child is to receive care, the parent is notified, and
if he or she chooses, an appointment may be made to accompany the child.
Otherwise services are scheduled and provided in the child's own school

. o1
or in the nearest school clinic. All cost barriers have been removed.

Because children receive services automatically on the basis of a treat-
ment plan developed for each child by the salaried dentist, the parent
does not risk the negative sanctioning of the dentist for failing to

provide adequate care for his child. In addition, the quality of care

which the Plan can be expected to provide has been proven to be high.as
a result of the evaluation of a pilot project utilizing the same type

of dental personnel.

In most cases, transportation to clinics is provided by the
Dental Plan.
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In July 1975, a sample survey of parents who had not enrolled
their children in the Plan was conducted. The list of families whg
were not enrolled in the Plan was generated some months prior to the
time the survey.was actually conducted.l Between the time the sample
was drawn ana the interviews were begun, nonenrolled families were
sent a second set of enrollment forms and additional information about
the Plan. This second invitation gave parents an opportunity to recon-
sider their decisions regarding enrollment and also i;creased awareness
of the availability of the services offered by the Plan. As a result,
a proportion of the sample was expected to have enrolled or to have
decided to enroll in the Plan prior to the survey. It was therefore
necessary to ask respondents whether they had enrolled or intended to
enroll for services in the following year. Four groups of respondents
were identified: 1. those who did not intend to enroll in the Plan,
2. those who were enrolled, 3. those who intended to enroll, and
4. those who were still undecided. |

Although the lower social classes have consistently been found
to underutilize the traditional dental care delivery system, it was ex—!
pected that certain characteristics of the organization of the Saskat~-
chewan Dental ﬁlan——cost, convenience and quality of care--would be ;
compatible with lower class structure and value systems. On the other
hand, the middle and upper classes have been found to be relatively high{

utilizers of the traditional dental care delivery system. It was there- °

fore assumed that the middle and upper classes possess structural

The list of nonenrolled families was generated in March, and
the survey was conducted in July, 1975. This time lag was necessary
in order to determine enrollment rates for various geographical regions,
choose an appropriate sampling design, draw the sample and precode
relevant demographlic data onto questionnaires.



characteristics énd'é cultural value system congruent with the tradi-
tional mode of delivery.

Although it was assumed that most members of the lower class
wouid enroll in the Dental Plan because of convenience and reﬁoval of
financial barriers to care, it was also recognized that some members of
the lower class would not immediately enroll in the Plan. Lower levels
of education were expected to contribute to a iack of understanding of
informational literature concerning the Plan and difficulty in complet-
ing enrollment forms. However, it'was assumed that after a year of
operation of the program, awareness of the services available and the
manner in which they were delivered would increase.

On the basis of these assumptions, hypotheses were developed
regarding the enrollment decisions of lower and middle to upper class
parents during the second year of operation of the Dental Plan; Hypo-
theses were also developed about the reasons given by'botﬁ classes of
respondents for either delay in enrollment or the decision not to en-
roll.

Hypothesis 1: Lower class parents will be significantly more likely
than middle to upper class parents to state that they

‘ have enrolled or intend to enroll their children in the

Dental Plan. This hypothesis is based on previous
research which has shoﬁn that the middle and upper
classes are relatively high utilizers of traditional
sources of care., It is therefore assumed that higher
class parents who did not enroll in the Plan during its
first year of operation will either choose not to change

the source of dental care, or delay enrollment while
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considering the implications of receiving care through
the Plan. It is further assumed that care delivered by
the Dental Plan will be more consistenf with the needs of
the lower classes than that previously available through

private sources,

If these assumptions are correct, it would follow that:

Hypothesis

Hypothesis

Hypothesis

Hypothesis

2:

Middle and upper class parents will be more likely than

lower class parents to report having a family dentist;

Middle and upper class parents will be more likely than
lower class parents to report that their children had

received dental care in the previous year;

Middle and upper class parents will be more likely than
lower class parentsvto give reasons for nonenrollment

indicating a preference for private dental care; and

Lower class parents will be more likely than middle and

upper class parents to give reasons for nonenrollment

‘during the first year of the Plan indicating lack of

awareness of services offered and failure to receive

enrollment forms.

For two reasons, all of these hypotheses were tested while

holding rural-urban residence constant. The first reason was related

to the lack of availability of dental care services offered through

the traditional delivery system in rural Saskatchewan. Previous studies

which have considered rural-urban residence.and dentist—to—populétion
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ratios have found lower utilization in rural areas and areas with 1owér
supplies of dentists (Newman and Anderson, 1972). This would suggest
that the predicted social class variations in acceptance of the Dental
Plan in Saskatchewan may not be found in rural areas. It may be that
the traditioﬁal delivery system does not offer a viable alternative to
any social class in_rural areas.

The second reason for controlling for rural-urban residence was
that relatively little is known about the stratification system and its
behavioral correlates in rural Saskatchewan. In fact, the occupational
and educational homogeneity in rural areas would almost suggest that few
real differences exist. However, there are differences in the incomes

of farmers which might affect dental care utilization patterns.
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CHAPTER IV

METHODOLOGY

A. The Sample

The population under study consisted of all families of eligible

children who had not been enrolled in the Saskatchewan Dental Plan by

March, 1975. Two groups were excluded as being beyond the scope of the
study--residents of the Northern Administration District of Saskatchewan,’
and residents of Indian reservations. The formef were excluded because
the dental program in that area is operated independently by the Depart-
mént of Northern Saskatchéwan; the latter because Indian leaders had
requested parents not to enpoll eligible children until jurisdictional
issues with the federal government had been settled.

A random sample of the study group, stratified according to
rural-urban residence, was drawn from a list of nonenrolled children
generated from Dental Plan records.l In order to obtain estimates
yielding a spread of five percent in either direction with 90 percent
confidence, 250 interviews were to be completed for each group--a total
of 500 interviews., On the basis of previous studies which indicate a

high loss of respondents due to incorrect addresses (Swanson, 1975), -

a total of 1,309 names were drawn, 676 in rural and 633 in urban areas.

Female heads of households were to be contacted in preference to males

Any community over 5,000 population was defined as urban.
All other areas were designated as rural.
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since it has generally been found that females assume primary responsi-

bility for the health care of their families.

B. The Technique

The Qata was collected by means of interviews conducted by
telephone using a structured interview schedule. Telephone interviews
were selected in preference to mailed questionnaires due to the higher.
response rate anticipated. Although many respondents are lost for
telephone interviews due to incorrect addresses, those who can be
contacted generally agree to participate and the refusal rate is
virtually nil. Mailed questionnaires, on the other hand, not only
result in loss of respondents due to incorrect addresses, but also due
to lack of inclination on the part of respondents to complete the
questionnaire. The telephone interview technique therefore tends
to produce a more representative sample of the population under study.

Personal interviews were not considered feasible due to travel
costs and time which would have been necessary to obtain a representa-
tive sample of the province, with its widely scattered rural population.
In addition, the pretest of the interview schedule indicated respond-
ents were willing to discuss their reasons for nonenrollment freely
over the telepﬁone.

Teleehone calls were made between 9:00 a.m., and 9:00 p.m.
daily. 1If a respondent>could not be contacted during the day, callbacks
were done in the evening and vice-versa. Every respondent who could
not be contacted on the first call was called again. In many cases,
several attempts had to be ﬁade to reach respondents in order to reduce

sampling bias.
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All of the questions asked during interviews were open-ended.
That is, interviewers were given a set of questions to be asked of all
respondents, but respondents were to answer freely and were not given a
set of multiple choice anéwars. Simple responses were coded directly
onto the queétionnaire,‘but reasons for the decision not to enroll or
for delay in enrollment were written out and coded later. Occupational
coding was done by the principal researcher to ensure consistency. All
coding was checked to minimize errors.

A copy of the interview schedule appears in Appendix I. Coding
categories were provided for the interviewers on the interview schedule
even though the questions were open-ended. Because the entire range of
reasons for nonenrollment could not be anticipated, columns were left

open for the addition of reasons given by respondents.

C. Response Rate

A total of 523 interviews were actually completed: 272 in rural
and 251 in urban areas, for a response rate of approximately 40 percent.
Slightly more than half of the nonrespondents were lost because tele-
phone numbers or addresses were not available, and about one quarter
because respondents were not available when telephoned. At least nine
percent of the nonrespondents were no longer résidents of Saskaﬁchewan.
Former residents of the province may actually have constitutedva larger
proportion of the nonrespondents since those individuals often.continue
to appear on the eligibility list for some time after leaving

Saskatchewan. A small proportion of children who were not enrolled in



the Plén were Wards of the province and parents or guardians could not
be identified. Only 1.1 percent of all respondents lost were lost be-
cause of refusal to participate.

Demographic data on the sample of 1,309 families, including
marital stat;s, ages of parents and number of children, was precoded
from the Medical and Hospitalization Master Registration File. This
information was used to compare the characteristics of those families
who completed the interview and those families who could ﬁot be contacted.
Table 1 provides a comparison of the marital status of respondents con-
tacted and not contacted. This data shows that married parents are over-
represented in the contacted category, whereas single parents and those

with a status of "

other" are under-represented. While parents with a
marital status of "other" (indicating divorced or widowed) constitute
19.4 percent of the entire sample, they constitute only 8 percent of
that part of the sample which was contacted. The primary reason for
the loss of this group from the survey was the lack of current addresses
or telephone numbers. Part of this could be due to higher mobility

rates, or to the sharing of accommodation in which case telephone list-

ings might be in another unidentified name.

Table 1. Comparison of Respondents Contacted and Not
Contacted According to Marital Status¥*

Marital Contacted Not Contacted Total
Status | N _ g N 9 N g
Single 4 0.8 17 2.4 21 1.7
Married | 477 91.2 500 69.8 977 78.9
Other 42 8.0 199 27.8 241 19.4
Total 523 100.0 716 100.0 1,239 100.0

*Excluding 70 cases for which data was missing.
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The loss of respondents with a single or "other" marital status
may have had a slight effect on the findingé of the study. Comparison
of the social class of respondents with single, married and "other"
marital statuses indicates that those with single and "other" statuses
were generally lower on the social class scale. If those respondents
having a single or "other" marital status are representative of the
whole group having this status, the direction of the effect of their
under-representation in the sample may be predicted. In general, those
with a single or "other" marital status were slightly more likely to
report that their children had been enrolled or that they intended to
enroll in the Plan.

As indicated in Table 2 below, the average age of parents con-
tacted and not contacted did not vary greatly, and it is unlikely thaf
the age differences noted would have any significant impact on the
findings of the study. Comparison of the avérage number of children in
~ families contacted and not contacted reveals very little difference.
Among families contacted, the average number of children was 3.3; among

families not contacted, 3.4.

Table 2. Comparison of the Average Ages of Parents
Contacted and Parents Not Contacted*

Contacted Not Contacted
Parent
Number | Average age Number | Average Age
Mother 517 35.5 681 34.4
Father 482 39.1 551 38.7

*
Excluding 70 cases for which data was missing.
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D. The Interviewers

The interviewers were all university studenté with interviewing
exberience. Relatively close supervision of the. interviewers was pos-
sible since the telephone interviews were conducted in offices accessible
to the researcher at all times. Any questions regarding interpretation‘

of responses could also be referred to the researcher.

E. Data Processing and Analysis

The data was coded directly onto the interview schedule, key-
punched and entered into an SPSS system file. Cross-tabulations and

tests of significance were used to interpret the data collected.

F. The Social Class Scale

In order to determine the social class of respondents, the oc-
cupation of the major wage earner in the household was recorded and
classified according to the Blishen socioceconomic index (1967). This
index provides scores for 320 Canadian occupations based on the educa-
tion, income and prestige-ranking of the occupation. Although the
Blishen scale was not entirely satisfactory since farm owners are not
included in the index, previous research in Canada has found this scale
to be more appropriate than others available which are based on Ameri-
can data (Williams, 1971). For this reason, the Blishen index was mod -
ified to include several categories of farmers based on the amount of
land operated.

The scores assigned to Canadian occupations by Blishen range
from 25.36 to 76.69., Blishen and others have generally translated these
scores into six deciles representing six classes. For the purpose of

this study, the two highest deciles were grouped into omne class.

34



Workers who were unemployed and could give no usual occupation, and
respondents who were receiving welfare payments were placed in the low-

est category. The classes were labelled from I to V: Class I was con-

sidered upper class, II and III middle class, and IV and V lower class.

Farmers operating small farms of less than one section were
placed in Class V; those with one but less than two sections in Class
IV; two but less than three sections in Class III; and three or more
sections in Class II. Farm labourers were classified as in the Blishen
scale at Class V. Farm managers or foremen (but nof owners) fell in
Class IV using Blishen's index.

The occupation of the major wage earner was also classified
according to the type of work performed: unskilled or semi-skilled
blue collar, skilled blue collar, unskilled or semi-skilled white
collar, skilled white collar, small business owners, managerial-
professional, farmer--less than two sections, and farmer--more than
two sections. As illustrated in Table 3, the two types of classifica-
tion schemes displayed a high degree of association. However, the
social class scale allows for overlap between occupational categories.
That is, for example, the social class scale takes into account the
fact that certain blue collar occupations may require higher levels of
education and have higher incomes than certain white collar occupations.
For this reason, the Blishen social class scalé was selected as being
more pertinent to the analysis than the occupational classific;tion.-

As Table 3 illustrates, the majority of farmers fell in Class
IV, as did the majority of skilled blue collar workers. About 80 per-
cent of the farmers fell in the two lower class categories, compared

to 94 percent of the unskilled and semi-skilled blue collar workers
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and 77 percent of the skilled blue collar workers. In order to deter-
mine whether or not this classification of farmers was reasonable, the
intentions of farmers regarding enrollment in the Dental Plan were com-
pared to those of other rural respondents who fell in the same social
class catego;y. No statistically significant differences between
farmers and other rural occupational groups within the same class were
found.1 It was therefore concluded that the categorization of farm
owners within the Blishen index was adequate for the purpose of this

stﬁdy.

lThe .05 level of significance is used throughout the analysis.
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‘CHAPTER V

ANALYSIS OF RESULTS

A. Geographical Distribution of Nonenrolled Children

Data on the geographical distribution of children who were not
enrolled in the Saskatchewan Dental Plan was obtained from Dental Plan
records as of March, 1975--approximately seven months following
implementation of the program. Rural and urban children constitute
roughly equal proportions of the nonenrolledvgroup, but, as illustrated
in Table 4, rates of nonenrollment are higher in urban (26.3%) than in
rural areas (17.0%). This difference may be due primarily'to more
restricted access to traditional sources of dental care in rural areas.

Table 4. Comparison of Rates of Nonenrollment in Rural and
Urban Areas

Nonenrolled Eligible Nonenrollment
Residence Children Children Rate
N N %
Urban : 1,859 7,080 26,3
Rural 1,347 7,936 17.0
Total 3,206 15,016 21.4

B. Description of the Sample of Families Not Enrolled

Information on the education, occupation and social class of
families not enrolled in the Plan was collected during telephone inter-
views. As illustrated in Table 5, the educational level of urban res-

idents was considerably higher than that of rural residents.
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Table 5. Education of Major Wage Earners According to
Rural-Urban Residence

: . Rural Urban Total
Education
N A N % N %
Grade 1-8: 77 30.6 30 12.8 107 22.0
Grade 9-11 96  38.1 68 28.9 164  33.7
Grade 12 42 16.7 50 21.3 92 18.9
Post—-Secondary C

Training (Non-

University) 14 5.5 28 11.9 42 8.6
Some University|{ 9 3.6 17 7.2 26 5.3
University :

Degree 14 5.5 42 17.9 56 11.5
Total#* 252 100.0 235 100.0 487 100.0

*Excludes 36 cases for which data was missing (6.9 percent of all
cases).

Examination of tﬁe occupation of nonenrolled families in Table
indicates, as expected, that rural residents were predominantly farmers
(59.3 percent) and blue collar workers (26.9 percent). In urban areas,
about 46 percent of the respondents were blue collar workers, while

almost a quarter were managers or professionals.

Table 6. Comparison of Rural and Urban Respondents According
to the Occupational Category of the Major Wage

Earner
Rural Urban Total

Occupational Category N % N A N yA
Unemployed 4 1.5 14 6.0 | 18 3.7
Farmer-less than two sections [125 48.1 4 1.7 [129  26.2
Farmer-two or more sections | 29 11.2 2 0.9 | 31 6.3
Blue collar-unskilled and

semi-skilled 53 20.4 77 33.0 130 26.4
Blue collar-skilled i7 6.5 31 13.3 48 9.7
White collar-unskilled and

semi-skilled 8 3.1 21 9.0 29 5.9
White collar-skilled 2 0.8 17 7.3 19 3.8
Small Business owner 1 3.8 9 3.9 19 3.8
Managerial- Professional 12 4.6 58  24.9 70 14,2
Total o 200 100.0 233 100.0 1493 100.0
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A comparison of the social class of rural and urban nonenrolled
families is provided in Table 7 below. 1In general, urban residents
tended to be of higher social class. While almost three-quarters (74.1
percent) of the rural respondents fell in the.two lower classes, only
half (51.7 pércent) of the urban respondents were lower class, These
differences may be due primarily to rural—urban differences 1in the
social class structure rather than to any différences in rates of enroll-
ment in rural areas according to social class. That is, the overall
lack of managerial, professionai aﬁd skilled white collar occupations
in rural areas may create a situation in which rural residents would be
predominantly lower class using this classification system. If this
assumption is correct, it would be reasonable to expect a high propor-
tion of the rural nonenrolled families to be lower class on the basis
of chance alone.

Table 7. Comparison of Rural and Urban Respondents
According to Social Class

Rural Urban Total
Social Class N % N % N %
I 8 3.1 40 17.4 48 9.8
II : 22 8.5 31 13.5 53 10.8
ITI 37 14.3 40 17.4 77 15.8
iv 128 49.4 64 27.8 192 39.3
\Y 64 24,7 55 23.9 119 24.3
Total* 259 100.0 230 100.0 489 100.0

%

Excludes 34 cases (6.5 percent of all respondents) for which
data was missing. Of these, 13 were in rural areas and 21 in urban
areas. '

C. Test of the Hypotheses

The, primary assumption of this study is that the organization

40



41

of the Saskatchewan Dental Plan is most suited to those groups which /
have underutilized the conventional dental care delivery system. As
stated in Hypothesis 1, it was expected that of those families not
enrolled in the first year, Class IV and V (lower class) parents would

be more likeiy than higher class parents to report enrollment or an
intention to enroll in the Plan during its second year of operation.

As illustrated in Table 8, this hypothesis is supported in urban, but

not in rural areas. Although a similar trend exists in rural areas, it
should be noted that within each social class category, rural respond-
ents are slightly more likely to report an intention to enroll in the
Plan. These differences are most prdnounced in the middle to upper class
categories (I to III), but are not statistically significant. This
finding, combined with data showing higher enrollment rates in rural
areas, suggests that the organization of the Dental Plan is particularly X
suited to the needs of rural residents, regardless of social class. 1

Table 8. Comparison of Social Classes According to Intentions
Regarding Enrollment, Controlling for Rural-Urban

Residence
Rurala

Intentions : Social Class
Regarding 1 11 111 v v Total
Enrollment N 2| N 42 | N %2 | N 2 1IN % N %
Enrolled 1 12.5]1 6 27.3111 29.7 |46 34.4 1 32.8] 83 32.1
Intend to . )

Fnroll "3 37.51 6 27.3{11 29.7 30 23.4 19 29.7} 69 26.6
Undecided 0 0 4 18.1| 7 18.9{19 14.9 )10 15.6| 40 15.4
Do Not Intend »

to Enroll 4 50.0l 6 27.31 8 21.7{35 .27.3 14 21.9)| 67 25.9
Total 8 100.0(22 100.0{37 100.0 128 100.0k4 100.0 [259 100.0

2(hi square = 6.85, df = 12, p = .87



Table 8--continued

F======= _________ 111t 3331ttt
Urban
Intentions Social Class
Regarding I I1 I1I1 v ' Total
Enrollment N % N % N % N % N A N %
knrolled |7 17.5 ] 7 22.6[16 40.0]28 43.7|23 41.8|81 35.2
Intend to
Enroll 4 10,0 2 6.5| 3 7.5 8 12.5f11 20.0|28 12.2
Undecided 11 27.5 5 16.1| 6 15.0}] 8 12.5§10 18.2}40 17.4
Do not In-
tend to
Enroll - 18 45.0 |17 54.8]15 37.5/20 31.3]11 20.0 |81 35.2
Total 40 100.0 | 31 100.0(40 100.0]64 100.0{55 100.0 230 100.0
b

Chi square = 23,56, df = 12, p = .02

Midaié and upper class families who had not previously enrolled
in the Plan were not expected to enroll during the second year as a
result of their greater utilization of private dental care. Hypothesis
2 therefore stated that middle to upper class parents would be signifi-
cantly more likely to report having a family dentist. The data in
Table 9 illustrates that in urban areas, where the relationship between
social class and intentions regarding enrollment was significant, those
in the higher social class categories (I - III) were also significantly
more likely to have a family dentist. Although a similar trend was
found in rural areas, the differences were not significant. Once again,
within each social class category, rural respondents were less likely

than urban respondents to report having a regular dentist.

42



N\

Table 9. Comparison of Social Classes According to Having a
Family Dentist, Controlling for Rural-Urban Residéence

Respondents Having a'Family Dentist

"R
esidence Social Class
1 11 111 Lv v Total
N % N % N % N % N % N %

Rurala
(N=259) 7 87.5119 86.4 (31 83.8]97 75.8|44 68.8|198 76.4
Urbanb _
(N=230) 39 97.5130 96.8(37 92.5 57 89.1(38 69.1]201 87.4

4chi square

bChi square

4,99, df = 4, p = .29
24,01, df = 4, p = .0001

While having a family dentist is one indicator of utilization
of private dental care, of more importance is the actuai provision of
dental care for children. Hypothesis 3 stated that middle to upper
class parents would be more likely than iower class parents to report
that their children had received dental care in the previous year. As
illustrated in Table 10, having a family dentist apparently does not
always mean that the ser?ices of the dentist are used regularly., Com-
paring figures in Tables 9 and 10, the proportion of respondents who
reported providing dental care for their children in the previous year
was lower than the proportion who reported having a family dentist.
However, the data does support hypothesis 3 since in both rural and
urban areas, children of higher class families were more likely to re-
ceive dental care than children in lower class families. This rela-
tionship was statistically significant only in urban areas. Once
again, rural-urban differences ﬁere found within social classes--rural
children were less likely to have received care than urban children

In the same class,



Table 10. Comparison of Social Classes According to Utilization
of Dental Care Services by Children in the Previous
Year, Controlling for Rural-Urban Residence.

Dental Care Services Utilized
Residence
" Social Class
I It 111 jAY Y Total

N % N % N A N % N % N A
Rurala
{(N=258) 6 75.01]15 68.2]23 62,2180 62.5| 29 46.0 153 59.3
Urbanb _ . .
(N=228) 35 87.5125 80.6132 82,1147 73.4] 32 59.3 171 75.0

achi square = 6.80, df = 4, p = .15

Chi square = 12,11, df = 4, p = .01

It was hypothesized that middle to upper class parents did not
enroil their children in the Dental Plan during its first year of oper-
ation because of a preference for private care. This appears to be
borne out by the data already discussed. To ensure that these infereﬁces
were correct, and to obtain further data on reasons for nonenrollment
by other parents, respondents were asked why they decided not to enroll
or delayed enrollment. Each respondent was encouraged to give as many
vreasons as he or she felt to be relevaﬁt. Over 40 different reasons
were given by the 466 respondents who gave reasons. The majority of
respondents who gave no reasons (11 percent of the sample) reported that
they had enrolled shortly after the Plan came into effect. It is diffi-
cult to determiﬁe precisely why these families appeared on the non-
enrollment list, but it is possible that in some cases enrollment forms
were not received or processed by the Dental Plan. Since many of these

respondents reported that their children had received care through the
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Plan, it is more likely that the nohenrollmentvlisﬁ was not completely up-
to-date. It is also possible that some reépondents gave erroneous
answers.,

Most of the respondents gave two or more reasons for nonenroll-
ment or dela& in enrollment. The reasons given weré often very similar
and were therefore combined into the fifteen categories which appear in
Table 11. When reading this table, it should be remembered that respond-
ents were not limited to one reason. Since the reasons are not mutually
exclusive, the percentages for all reasons can not be added together,
That is, for example, although 20 percent of Class I and II respondents
may have given Reason A, and 15 percent Reason B, 35 percent of Class I
and II respondents have not necessarily been accounted for. The 15 per-
cent who gave Reason B may also have given Reason A. As a resﬁlt, each
reason is treated as a separate variable. It should also be noted that
the percentages in each cell are calculated on the basis of the number
of respondents giving reasons.

Because the primary concern was the difference between lower
and middle to upper class respondents, the social class categories were
regrouped, thereby simplifying the analysis and ensuring an adequate
number of cases in each cell. Hypothesis 4 stated that middle and uppef
class parents would be more likely than lower class parents to give
reasons for nonenrollment indicating a prefereﬁce for private care.

This was supported in urban, but not in rural areas. The resuits in
Table 11 indicate very little difference between the reasons given by
lower and higher class respondents in rural areas. The most frequent
reasons for both class categories were utilization of private dental

care and failure to complete enrollment forms. In urban areas the
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differences between class categories were much greater. Class I and III
families were significantly more likely to give reasons indicating'utiliz—
ation of private care, lack of confidence in the quality of care offered
by the Plan, and disagreement with some feature of the Dental Plan.

'Tablé 11. Comparison of Social Classes According to Reasons for

Nonenrollment or Delay in Enrollment, Controlling for
Rural-Urban Residence

Rural Urban
Reasons for Nonenrollment Class I{Class IV| Class I | Class IV &
or Delay in Enrollment to 11T (& V to III \

(N=63) | (N=167) § (N=102) | (N=104)
N _ 7 N 7% N % N A

Use private dental care 23 36.5 |52 31.1 | 53" 52.0 | 35 33.7
Lack confidence in quality %

of care under Dental Plan 11 17.5 {32 19.2 |31 30.4 17 16.3
Failed to complete enrollment %

forms 17 27.0 |52 31.1 {13 12.7 28 26.9
Did not receive enrollment *

forms 8 12.7 29 17.4{ 8 7.8 | 20 19.2
Lack of detailed information

about Plan 10 15.9 |24 14.4 |13 12.7 7 6.7
Skeptical 1 6 9.5 116 9.6 | 7 6.9 7 6.7
Had not considered enrollment | 4 6.3 |15 9.0} 8 7.8 3 2.9
Disagreement with some fea- v %

ture of the Plan 9 14.3 |13 7.8 12 11.8 4 3.8
Child required specialized

care 9 14.3 |12 7.2 }13, 12.7 11 10.6
Unaware of the Plan 2 3.2 9 5.4 1 1.0 11 10.6

Opposed to socialized dental

care 1 1.6 |'8 4.8 5 4.9 2 1.9
Dental care paid by third

party agency 1 1.6 |2 1.2} 4 3.9 8 7.7
No interest in dental care

for children 2 3.2 14 2,411 1.0 2 1.9
Misinformed about the Plan 2 3.2 6 3.6 2 2.0 1 1.0
Other reason unrelated to the

Plan _ 2 3.2 13 1.8}{ 3 2.9 1 1.0

*
Differences between Classes I to III and Classes IV and V in
urban areas were significant beyond the .05 level.
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Hypothesis 5 stated that lower class parents would be more likely
than middle and upper class parents to give reasons for nonenrollmént
indicating lack of awareness of services offered and failure to receive
enrollment forms. The data in Table 11 supports the hypothesis in.urbaq,‘
but not in rﬁral areas. Table 11 aiso indicates that in urban areas,
lower class parents were more likely than higher class parents to have
simply failed to complete the forms which were received.

The findings in urban areas generally support the contention that
middle to upper class nonenrolled parents chose not to enroll in the
Plan as a result of their preference for care delivered through private
practice. The findings further suggest that lower class parents failed
to enroll in the Plan during its first year of operation, not because of
negative attitudes toward the manner in which services were to be deliv-
ered, but rather bepause they were unaware of the Plan or did not receive
enrollment forms. The fact that many parents simply failed to complete
the forms could be explained in many ways--from misunderstanding of the
forms to neglect of dental care for concerns of higher priority. It
should be noted that very few respondents expressed negative attitudes
toward dental care in general.

The fihdings in rural areas do not follow the same pattern,

There do not appear to be any significant differences between social
classes, Class I to III respondents in rural areas do not have any
greater preference for private care than Class IV and V responéents in
either rural or urban areas. Higher class rural respondents were as
likely as lower class parents to report that they did not receive
enrollment forms or simply failed to complete forms which were received.

Lack of awareness of the Plan was not a major reason for nonenrollment



among rural residents.

The reasons most frequently given for nonenrollment or'deléy in

enrollment--failure to receive or complete forms, lack of informationm,

use of private dental care and lack of confidence in the Plan--were

examined in various combinations while controlling for social class,

intentions regarding enrollment and rural-urban residence. The results

in Tables 12 and 13 show that regardless of social class or rural-urban

residence, those respondents who intend to participate in the Plan vary

only slightly in the reasons given for delay in enrollment. About half

of the parents in each social class and rural-urban category simply

failed to complete the forms.

Table 12.

Comparison of Respondents Giving Any Combination of
Three Specified Reasons for Honenrollment or Delay
in Enrollment According to Social Class, Intentions
Regarding Enrollment and Rural-lUrban Residence.

Rural
Reason for Non- Class I to IIL Class IV and V
enrollment or Enrolled or | Do Not In- | Enrolled or |Do Not Intend
Delay in Intend to tend to En~| Intend to to Enroll or
Enrollment Enroll roll or Enroll Undecided
‘ Undecided
N 7 ‘N % N % N %
Failed to com—
plete forms 14 40.0 2 7.1 41 45.5 5 6.5
Did not receive
forms 4 11.4 3 10.7 17 18.9 9 11.7
Mack of infor-
mation 7 20.0 1 3.6 9 10.0 10 13.0
Combination of h ’
these reasons 2 5.7 0 0 6 6.7 1 1.3
None of these
reasons 8 22.9. 22 78.6 17  18.9 52 67.5
Total 35 100.0 . 28 100.0 90 100.0 77 100.0
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Table 12 Continued

Urban
!
“ngsngntq_zll Class IV and V
Rziig;ligatgg:_ Enrolled or | Do Not In- Enrolled or |Do Not Intend °
Delay in Intend to tend to En-|Intend to to Enroll or
) y Enroll roll or Enroll Undecided
Fnrollment Undecided
N % N % N’ % N A
Failed to com-
plete forms 12 40.0 1 1.4 22 40.0 3 6.1
Did not receive :
forms 7 23.3 0 0 16 29.1 3 6.1
Lack of infor-
mation 4 13.4 8 11.1 4 7.3 1 2.1
Combination of
these reasons 0 0 1 1.4 3 S.4 0 0
None of these
reasons 7 23.3 62 86.1 10 18.2 42 85.7
Total 30 100.0 72 100.0 55 100.0 49 100.0

A similar, though less striking, result is illustrated in
Table 13 for parents who decided not to enroll in the Plan or were
still undecided. The majority of these respondents in each social class
and rural-urban category gave reasons indicating a preference for pri-
vate dental care. These findings suggest that virtually all children,
regardless of social class or place of residence will be receiving care,
either through the Saskatchewan Dental Plan or through private dental

practice.
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Table 13.

Comparison of Respondents Giving Any Combination of
Three Specified Reasons for Nonenrollment or Delay
in Enrollment According to Social Class, Intentions
Regarding Enrollment and Rural-Urban Residence.

Rural

Reason for Non-

Class I to IIL

Class IV & V

enrollment or Enrolled or Do Not Intend Enrolled or | Do Not In-
Delay in En- Intend to to Enroll or Intend to tend to En-
rollment Enroll Undecided Enroll roll or
Undecided
N % N A N % N %
Use private care 3 8.6 12 42.9 5 5.6 20 26.0
Lack confidence 1 2,8 0 0 3 3.3 3 3.9
Lack of informa-
tion 8 22.9 0 0 10 11.1 4 5.2
Combination of
these reasons 1 2.8 9 32.1 5 5.6 26 33.8
None of these
reasons 22 62.9 7 25.0 67 74.4 24 31.1
Total 35 100.0 28 100.0 90 100.0 77 100.0
Urban
Use private care 1 3.3 27  37.5 6 11.0 18 36.7
Lack confidence
in Plan 2 6.7 5 6.9 2 3.6 2 4.1
Lack of informa-
tion 3 10.0 2 2.8 2 3.6 1 2.0
Combination of
these reasons 1 3.3 27 37.5 5 9.1 9 18.4
None of these
reasons 23 76.7 11 15.3 40 72.7 19 38.8
Total 30 100.0 72 100.0 55 100.0 49 100.0

D. Summary of Findings

The geographical distribution of families who did not enroll

eligible children in the Saskatchewan Dental Plan during its first year

of operation was determined from Dental Plan records.

This data indi-

cated that rural parents were somewhat more likely than urban parents

to enroll their children. The enrollment rate in rural areas was

approximately 83 percent, compared to 74 percent in urban areas.
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A number of hypotheses dealing with social class variations in
intentions regarding enrollment during the second yeaf of the Plan, use
of private dental care and reasons for nonenrollment were formulated.
These hypotheses were tested on the basis of results of telephone inter-
views with a' random sample of parents whé did not enroll during the first
year of the Plan's operation. This sample was stratified according to
rural-urban residence.

Hypothesis 1 stated that lower class respondents would be more
likely than middle to upper class fespondents to state an intention to
enroll in the Plan or report that they had already enrolled. The
hypothesis was supported in urban areas. In rural areas, the differences
between social classes were not statistically significant, but they did.
follow the expected pattern.

Hypothesis 2 stated that among families who did not enroll
during the first year of the Plan, middle to upper class parents would
be more likely than lower class parents to report that they had a family
dentist. Once again, the hypotheéis was supported in urban areas. A
similar, but statistically nonsignificant, trend was found in rural areas.

Hypothesis 3, which stated that middle to upper class parents
would be more likely to report that their children had received dental
care in the previous year, was also sﬁpported in urban areas. In rural
areas, the same trend was evident, but results were not significant.

It was also noted that rural respondents were slightly less likely than
their urban counterparts in the same social class to report the use of

private dental care.

1The reasons for rural-urban stratification are discussed in
Chapter IV,
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Hypotheses 4 and 5 dealt with social class variations in reasons
given for nonenrollment during the first year of the Plan. Hypothésis
4 stated that middle to upper class parents would be more likely than
lower class parents to give reasons indicating a preference for private
dental care. Tﬁe results in urban areas supported the h&pothesis. In |
rural areas, there were no statistically significant differences between
classes on these reasons.

Hypothesis 5 state& that lower class parents would be more likely
than higher class parents to give reasons indicating lack of awareness
of the Plan or failure to receive forms. Again, the expected differences
were found in urban but not in rural areas. Urban lower class respond-
ents were also found to report that they simply failed to complete forms
which were received. In rural areas, higher class respondents were as
likely as lower class respondents to state that they did not receive
forms or failed to cdmplete forms. Lack of awareness of the Plan was
not a major reason for nonenrollment in rural areas.

Among respondents who reported that they had already enrolled
or intended to enroll, it was found that both lower and higher class
respondents had simply failed to complete the required forms. Among
those who did not intend to enroll, the reaéons given for nonenrollment
indicated a preference for private dental care.

The results of the study, combined with other data on enroll-
ment rates, indicate a very high rate of acceptance of the Denéal‘Plén
by all social classes. Of particular importance is the acceptance of
the Plan by rural families of all classes and by urban lower class
families. Without access to the Dental Plan, the children of these

families would receive very little dental care. The Plan also appears



to present a reasonable alternative to many higher class families who

have been regular utilizers of private dental practices.
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CHAPTER VI
CONCLUSIONS

A review of the literature on dental care utilization indicated
that members of the lower classes were less likely than higher élass
members to utilize traditional sources of dental care, even when these
‘services were provided under a variety of insurance plans. The reasons
cited for underutilization by the lower classes generally involved
social and psychological characteristics of the lower classes them-
selves--lack of financial resources, ignorance, apathy and fear. :The
literature review indicated that little consideration had been given to
the characteristics of the dental care delivery system and its effect on
utilization behavior.

The primary argument of this paper was that although a lack of
‘financial resources may contribute to lower class underutilization of
dental care, this was only a partial explanation. It was further
argued that lack of knowledge and negative attitudes toward dental
care were not; in themselves, the primary reasons for underutilization
of services by lower socioeconomic groups. Instead, it was suggested
that the reasons for low utilization should be sought by considering
the charaéteristics of the traditional dental care delivery system
itself and relating these to the needs. of -the population to be served.
In other words, the characteristics of the delivery system musf be
treated as independent variables interacting with certain attribgtes of

the populatlon, and ultimately determining utilizatlon hehavior.

l,['



This study did not focus on organizational variables directly,
but it did involve observation of behavior in a '"natural experimenﬁ"
where the study group was allowed to choose among two organizational
options (private dental practices and a government—éperated program)
and no care‘at all. Within seven months of implementation of the
voluntary government dental plan for children, eighty percent of the
eligible children had been enrolled. A sample survey of parents of the
remaining twenty percent of eligible children indicated that the
majority of those who would not be enrolled for services during the
following yeér, would be receiving care through private dental practices.
It was also found that the majority of children from lower income
families who were not originally enrolled in the Plan, would be enrolled
during the Plan's second year of operation.

The results of this study tend to support the contention that
changes in the nature of the dental care delivery system can alter
utilization patterns such that inequalities in the receipt of care arei
eliminated. Within one year of implementation of an alterhative deliv;
ery system in Saskatchewan, it appears that virtually all of the first
group of eligible children will be receiving care through either the
provincial Dental Plan or private dental préctices. The most recent
Canadian study indicated only forty-four percent of the under fourteen
age group were receiving regular dental care (tewis, 1974). Other
Canadian studies indicated that much of this care was being re;eived'
by those in higher socioeconomic groups (Bene, et al, 1974).

The fact that utilization behavior can be altered by changes

in the organization of care brings into question the conclusions of’

those who argue that the public (especially the lower classes) must be
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taught to seek care through eduéational campaigns.' The original enroll-
ment of eighty percent of all eligible children in the Saskatchewan
‘Dental Plan strongly suggests that lack of knowledge of the need for

care or negative attitudes toward dental care are not the primary reasoﬁs;
for underutiiization of dental services. Studies of utilization under |
dental insurance plans using traditional delivgry systems suggest that
financial considerations cannot fully account for underutilization.

The evidence strongly suggests tha; other variables directly related to
the nature of the delivery system play a significant role in utilization
behavior.

Assuming that the public does choose to divert resources to
dental care, the body of research previously reviewed suggests that the
option of insured care through private practices will not result in a
significant change in class-related utilization patterns. Those who
have used the private practice al;ernative may utilize care in greater
volumes, but the traditional underutilizers will continue to underutilize.
This may also be a very costly way of attempting to redistribute
resources, particularly if the practice of dentistry is not regulated
to encourage the use of auxiliary personnel to perform many of the
simpler functions now carried out by dentists. |

Changes in the organization of the delivery system appear to |

!
provide the best alternative for improving the distribution of dental °

i
care. The program developed in Saskatchewan is only one of thé

organizational options. Rather than providing care to a small under-

privileged target group, it appears that this Plan has the potential

e

for becoming the "mainstream" form of dental care. Its appeal crosses

all social class boundaries, as is evident from the initial enrollment



57

rate of eighty percent and the results of this study.

Problems of utilization are only partially resolved by‘denéal
programs for children. Services under the Dental Plan extend only to
age twelve.l After that, care will presumably have to be sought through
the private bractice alternative. Yet, there is evidence that those no
longer eligible for care under special programs do not seek care from
traditional sources (Lambert.gg_gl, 1963; Kegeles and Cohen, 1971).
Since the incidence of dental disease continues throughout life,
comprehensive care during childhood may be of only marginal value if
inadequate care is received later. 1In order to obtain maximum value
from funds expended for care of children, there must be further effort
to develop alternative delivery systems suitable for the use of adults.
To resolve this problem, the cooperation of the dental profession,
governments and the public will be necessary. Further experience with
experimental dental programs and research on utilization behavior
following the termination of eligibility for public programs may provide
some indication of the changes required in the dental care system if all

citizens are to recelve adequate care.

1Services may be extended to age eighteen, but no decision has
yet been made.
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APPENDIX 1. THE INTERVIEW SCHEDULE

RESPONDENT CARD

REGISTRATION NUMBER:

NAME OF PARENT:

NAME OF CHILD:

ADDRESS :

STREET ' TOWN

NEW ADDRESS IF CHANGED:

STREET TOWN

PHONE NUMBIER:

CALL STATUS:

successful call

not available when called

(busy, not home, or no answer)

refusal (comments)

Lost to survey

telephone number not located

residence changed

not listed on MRF (left province)

other
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I.

DENTAL PLAN SURVEY OF NON-PARTICIPANTS

DEMOGRAPHIC DATA (PRE-CODED)

1.

Identification Number

Residence Code

Category
1. Rural

2. Urban

Age of Father

1. 24 & under (Borm 1951 or after)
2. 25-34 (Born 1941-1950)

3. 35-44 (Born 1931-1940)

4, 45-54 (Born 1921-1930)

5. 55-64 (Born 1911-1920)

6. 65 + over (Born 1910 or before)

7. DNot applicable

Age of Mother

1. 24 + under

2. 25-34
3. 35-44
4, 45-54
5. 55-64

6. 65 + over

7. . Not applicable

10

11
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Marital Status

1. Single
2. Married

3. Other

Total number of children born 1957-1975

[
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IT1. INTERVIEW DATA

1. CODE SEX OF RESPONDENT
1. Male
2. Female 14
2. CODE TYPE OF INTERVIEW
1. Telephone
. In-
2 n-person 15
"First, with your permission, we would like to ask
some questions about the education and occupation of
the head of your household." (the major wage earner)
3. Do you mind telling me the last grade of formal
education of the head of the household?
1. Less than grade 5
2, Grade 5-8
3. Grade 9-11
4, Grade 12
5. Vocational training
6. Post-secondary non-university
7. Some university
8. University degree
9. Not answered - refusal : [:]
: ' 16
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Could you please tell me the occupation of the head of the

household? 1If a farmer, what is approximate size of farm?

17

19

Now we would like to ask whether your child, the one born
in 1968, has been to a dentist or received dental care

elsewhere in the last year.

1. Yes
2. No
3. Don't know

20
Last year, all children born in 1968 became eligible to
receive dental cafe under the Saskatchewan Dental Plan,
Have you heard of the Dental Plan?
1. Yes
2. No
3. Don't know 51

About a year ago, the Saskat:hewan Dental Plan mailed
enrollﬁent forms to all parents of six~year old children.
Do vou remember receiving these forms?

1. Yes

2. No

3. Don't know

22

18
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8. Did you enroll your child in the Dental Plan?

l. Yes

2. No

3. Don't know

IF CHILD IS NOT ENROLLED IN THE DENTAL PLAN, SKIP TO QUESTION 12,
IF CHILD IS NOW ENROLLED ASK QUESTIONS 10 AND 11,

IF RESPONDENT DOESN'T KNOW, ASK QUESTION 9.

(ASK QUESTION 9 ONLY IF RESPONbENT DOESN'T KNOW WHETHER CHILD IS
ENROLLED. )
9. 1Is there someone else in the household who would know whether
the child is enrolled?
Yes _ No

Who would that be?

When might he/she be contacted?

IF SOMEONE ELSE CAN BE CONTACTED, INDICATE YOU WILL CALL BACK. IF

NOT, GO ON TO QUESTION 12)

QUESTIONS 10 AND 11 APPLY ONLY TO THOSE WHOSE CHILDREN ARE NOW
ENROLLED.. |
10. Can you tell me approximately how long ago your child was
enrolled?
1. Within the last two months

2. 3-5 months ago

3. 6 or more months ago

4, Not applicable —- child is not enrolled 24



N

11.

12.

13.

Has your child been seen by dental plan personnel yet?
1. Yes

2. No

3. Unsure

4. Not applicable —-- child is not enrolled 25
ALL RESPONDENTS
Now we would like to ask whether you have a family
dentist.
1. Yes
2. No
)
3. Don't know 26
Have you discussed the Dental Plan with him?
(your dentist)
1. Yes
2. No
3. Don't know
27

4. NA —- no family dentist
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QUESTION 14 APPLIES ONLY IF RESPONDENT DECIDED NOT TO ENROLL

IN PLAN OR DELAYED ENROLLMENT.

Since you decided not to enroll your child in the Dental Plan
(or delayed enrolling your child in the Plan), do you mind

telling me what your reasons were? (RECORD ALL REASONS GIVEN)

REASON 1

REASON 2

REASON 3

REASON 4
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QUESTION 15 APPLIES ONLY IF CHILD IS NOT ENROLLED

15. Do you intend to enroll your child this year?
1. Yes
2. ‘No
3. Still considering . . 28
4, Don't know
5. NA -- child enrolled
ALL RESPONDENTS
16.

In your opinion, is the Dental Plan for children a good
idea? |

1. Yes

2. Yes, but not as it operates now

3. No

4., No, would prefer a dental insurance plan

5. Don't know

6. Other (specify)

29



REASONS FOR NON~PARTICIPATION OR DELAY IN ENROLLMENT
BASED ON RESPONSES TO QUESTIONS 14 AND 16.
CODING: LEAVE BLANK IF REASON NOT GIVEN

CODE 1 IF REASON WAS GIVEN

ENROLLMENT FORMS, UNAWARE, ENROLLED

1. Did not receive enrollment forms

30
2. Mislaid enrollment forms
' 31

3. Respondent unsure of whether child was enrolled

32
4, <Child was enrolled in Plan within last 5 months
5. Parent thought child was enrolled 6-12 months ago

34
6. Did not realize it was necessary to complete enrollment

forms
35

CARE THROUGH TRAINING PROGRAM OR INSURANCE

7. Receiving dental care under the dental nurse training

program or other training program
36
8. Dental care paid through a company or private insurance
plan
37
FAMILY DENTIST
9. No problem with using private dentist
38
10. Can afford to send child to own dentist
39
11. Dentist 1s personal friend

40



(, 12. High level of confidence in family dentist
| 41
13. Prefer to have a "family dentist" i.e. someone
to look after entire family
42
14. Children are used to the family dentist
43
15. Dental care provided by relative who is a dentist
44
16. Dentist recommended not enrolling in Plan
IDENTIFIED PROBLEMS WITH DENTAL PLAN 43
17. Thought quality of care under Dental Plan would be
low--no confidence in Dental Nurses. .
46

18. Consent form gave too much authority to Dental Plan

personnel to provide treatment without notifying parent.

' 47
- 19, Parents not involved in Plan

( =

20. No Dental Plan Clinic in local community
9
21. No busing to Dental Clinic available [:j
50

SOCIALIZED DENTAL CARE
22. Opposed to socialized dental care

51

SKEPTICAL

23. Wanted to wait until the Dental Plan had been operational.
for some time and an assessment f£rom users could be { :
obtained

52

LACK OF INTEREST

(\ 24. Not interested in dental care for children
‘ ' 53



EXCEPTIONAL CHILDREN--HANDICAPPED OR SPLCIAL DENTAL PROBLEM

25.

26.

Child is handicapped and requires special care

~

Child will need specilal care from private dentist
anyway--braces, care for cleft palate, etc.

ADDITIONAL REASONS

27.

28.

29.

30.

31.

32,

33.

34,

35.

36.

37.

38.

39.

40.

Unaware of the Plan

Lack of information available

Not discussed with spouse

Misinformed about Plan

Baby teeth don't need care

Completed forms incorrectly

Enrolled since second set of forms mailed

Didn't get around to completing enrollment forms
Child not yet in school

School inappropriate place to provide dental care
Teeth checked Ey private dentist--no care requi;ed
Enrollment may interfere with care from dentist
Hasn't really considered the Plan

Temporary resident or temporarily out of province

2]
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